Childhood tuberculosis in Britain
Going but not gone Notification of tuberculosis in white children in England and Wales declined by 7% each year between 1978 and 1983. The decline was steeper among Asian children (mostly born in Britain) of Indian (14%) and of Pakistani or Bangladeshi origin (10%). Nevertheless, the 5% of children in Britain who are of Asian origin account for almost half of the notifications. In 1983 the rates of notification were 2 4 per 100 000 for.white children, 40 per 100 000 for Asian children, and 17 per 100 000 for children of West Indian origin.
Of prime importance in the decline in childhood tuberculosis is the decline in the incidence ofadult tuberculosis, the source of infection in most children.' Another factor is BCG immunisation at 13, which has been standard practice in Britain for 35 years. It gives over 75% protective efficacy for at least 10 years.23 Effective treatment of adult cases has also been important, and the fact that resistance to drugs is so unusual in British children with tuberculosis is testimony to the care with which drug treatment is monitored.' Prophylactic chemotherapy in children who have been exposed to tuberculosis and show a positive reaction to the tuberculin test is an effective means of preventing the active tuberculosis that often follows conversion.4 Finally, tracing of contacts by health visitors from chest clinics has contributed to the decline of tuberculosis. Almost half of the cases in children notified in 1983 were diagnosed through tracing of contacts. ' The decline of tuberculosis means that BCG vaccination at 13 will soon become less cost effective in preventing tuberculosis in young adults and will be withdrawn. Nevertheless, children are still at risk. Outbreaks of tuberculosis may occur after contact with a highly infectious adult in Britain,5 and greater travel overseas increases the scope for infection or even reinfection. 6 If BCG vaccination at 13 is withdrawn it may be completely replaced by vaccination in infancy, but a recent paper and one published today (p 1173) on the technique and efficacy of BCG vaccination in infants remind us that many questions remain unanswered.7 Three techniques are available for giving the vaccination: intradermal injection, jet injection, and multiple puncture by a modified Heaf gun. They probably give similar degrees of conversion as measured by Mantoux or Heaf testing.78 The method of intradermal injection has the greatest potential for local complications and demands high skill in the operator. (It should not be "left to the senior house officer.") The jet injector is a tempting but temperamental device that has proved fallible in the Third World. Perhaps the technique of using the modified Heaf gun should be given a more thorough assessment.
To determine the true efficacy of BC3 vaccination would require a large controlled trial. The case-control technique provides a short cut. In Birmingham frcm 1965 to 1979 BCG vaccination was offered by intradermal Lnjection at 3 months to some 30 000 children of Asian origin.7 Among those who accepted vaccination, 92% subsequentlv gave a positive result to the Mantoux test. Tuberculosis was later diagnosed in 108 Birmingham children. Each infected child was matched for age, sex, and ethnic origin with four controls. The rate of BCG vaccination was lower in cases (57%) than in controls (78%), and the estimated protective efficacy was 64% (95% confidence interval 43% to 77%). The precise degree of protection is questionable as this study could be seriously biased. The reasons for failure to vaccinate 43% of cases and 22% of controls were not adequately given, but non-compliance with immunisation programmes is greater among poorer families. Might tuberculosis have been commoner among the parents of unvaccinated children? In support of the Birmingham data a high degree of protection was also found in a follow up study of infants in Manchester.9 Rates of protection were similar for Asian and non-Asian children, and BCG vaccination of infants seems effective in Britain. The duration of protection is unknown.
The risk ofdisseminated tuberculosis is highest in infancyso the earlier vaccination is given the better. Certainly a campaign to vaccinate the captive population in the postnatal ward is likely to be more complete than one conducted from child health clinics. Cell mediated immunity may, however, be less efficient immediately after birth,'0 and a case has thus been made for deferring BCG vaccinations until two to three months after birth. This is not born out, however, by the high rates of conversion on tuberculin testing in infants givenBCG within 10 days of birth.8"' Again, without a clinical trial the ideal age for BCG vaccination is not known.
In Asian children who are at high risk of tuberculosis BCG vaccination in infancy will provide important protectioi.792 The children of families in whom tuberculosis has been previously identified, those travelling to Third World countries and children from areas of social deprivation'2 should also be offered BCG. Infants at low risk should not be totally excluded; despite the risk of local complications anc the incomplete protection afforded some parents will want their children vaccinated.
Most of our information on BCG vaccination in infincy comes from uncontrolled or small (pilot) studies. A properly controlled investigation should compare techniques of vaccination, age at vaccination, and outcome. In evaluating BMJ VOLUME 297 5 NOVEMBER 1988 the outcome,we must consider not only the benefits. Because infants may temain positive for tuberculin for several years" the tuberculia test is devalued as a diagnostic aid, which may lead to an increased need for chemoprophylaxis. Doctors still have a large responsibility for diagnosing the dwindling condition of ;hildhood tuberculosis and for ensuring that tracing of contacts is carried out assiduously. One result of mentaly ill people being cared for more in the community and less ia hospital is that more ofthem are having to cope with a complex, bureaucratic, and often seemingly hostile social securitysystem. Yet the changes in the system in April 1988 make it even more important that these people cope with the system-for example, claiming an attendance allowance is crucial as it is a "passport" to higher income support or housing benefits. We have little or no information on how the mentally il are coping with the new system, and, indeed, until last year almost nothing had been published on the mentally ill and social security. Islington People's Rights did something to correct this ignorance by publishing a study of the uptake of social security benefits by the mentally ill in the borough.'
Contrary to assumptions that patients in hospital were correctly advised about benefits, the study showed that, although some help was available, important benefits were unclaimed. For example, there was serious underutilisation of the attendance allowance available to patients spending part of their time at home and needing constant or frequent supervision there because claims had not been made on their behalf. Patients about to be discharged from hospital had not been informed about the benefits they should claim. Successful integration into the community depends to some extent on freedom from financial concerns, and the absence of information is worrying.
As part of the study a detailed questionnaire about welfare benefits was given to 28 patients, 24 of whom were unempbyed, attending day centres or outpatient departments. Mort than half of those attending outpatient departments were not receiving benefits to which they were entitled but had not laid claim. This study suggested that the mentally ill were in this respect more disadvantaged than the physically ill. Over a third of the subjects interviewed confessed to having debts and experiencing severe financial strain, a furtier source of stress for a vulnerable group of patients. Several interviewees made critical comments about the bendits system and the attitudes they encountered at offices of the Department of Health and Social Security. These problems may have been caused by understaffing in local offices or may reflect social attitudes to mental illness.
In the long term we need a social security system more sensitive to the needs ofspecial groups such as the mentally ill. In the short term the problems might be lessened by the routine provision of information about benefits for patients about to be discharged from hospital, residents of local authority hostels and group homes, and patients attending community day centres for the mentally ill. This provision probably exists in many units, but it should be generally available. Additionally, welfare rights officers should be alerted to the particular needs of the mentally ill, and community psychiatric nurses and social workers should be trained to tell their clients about their rights to benefits.
These comments are based on the findings of a small study in a single health district, and after extensive inquiry I failed to uncover other sources of information about the utilisation of the social security system by the mentally ill. Islington People's Rights is to be congratulated for highlighting an important deficit in care, but more studies are needed. Readiness to fund such research is a measure of society's concern about the lot of the mentally ill.
